The diagnosis and treatment of cancer causes psychological distress to the patient (Hardman et al.. 1989 ). In particular. the 'bad news' interview can be a potent source of distress and has been the focus of research (Fallowfield. 1993) . Busy clinicians are not always good communicators (Maguire and Faulkner. 1988) . and cancer patients report high rates of dissatisfaction with medical staff commumncation (Lloyd et al.. 1984 : Fallowfield et al.. 1986 ). Such dissatisfaction predicts increased anxiety (Sensky et al.. 1989 ) and reduced compliance with treatment (Stiles et al.. 1979) . and may influence long-term outcome (Fallowfield et al.. 1990) . Information which distresses the patient is often poorly registered and forgotten (Fallowfield et al.. 1986) .
The efficacy and acceptability of clinical interviews with cancer patients can be improved by training clinicians in counselling skills (Maguire and Faulkner. 1988) or by ensuring that a relative sits in at the interview (Fallowfield et al.. 1987) . Information in the form of leaflets can help but is non-specific. A novel approach to reducing distress and promoting efficient information transfer is to provide the patient with an audiotape of the 'bad news' interview (Rosenbaum and Rosenbaum. 1986) . Recent uncontrolled studies have indicated that this procedure is liked by cancer patients Fallowfield. 1989: Deutsch, 1992) . and an open.
controlled study has reported reduced anxiety and better recall at follow-up (North et al.. 1992) . We describe here a randomised. clinician-blind trial to assess formally the acceptability of this technique and its efficacy in reducing distress and promoting retention of facts.
Methods
The study was designed as as 'clinician-blind'. randomised. controlled clinical trial and was approved by the Charing Cross Hospital Ethical Committee. A total of 117 patients were recruited prospectively from a consecutive series of out-patients newly referred to the Medical Oncology Department at Charing Cross Hospital. This department provides a regional oncology service for a variety of neoplastic diseases.
and is a supraregional referral centre for specific forms of cancer, such as gestational trophoblastic disease (GTD). During the period of the study there were no formal counselling services available within the department.
Patients were eligible for the study if they were to be given potentially distressing information, either: (i) newly diagnosed patients receiving -primary bad news' of the diagnosis itself or (ii) patients with an established diagnosis in whom initial treatment had so far been unsuccessful ('secondary bad news'). Inclusion criteria also required a patient to be aged between 21 and 75. to be able to speak and write in English and to be free of primary or secondary brain disease.
Eligible patients were identified initially from referral information and approached while in the out-patient department waiting for their first clinical consultation. (Goldberg. 1986 ). Conventional scoring (0. 0. 1. 1) (Goldberg and Williams. 1988 ) was used in order to identify cases of psychiatric morbidity. Where necessary. the GHQ data were log transformed so that parametnrc tests could be employed. although analysis predominantly involved the use of change scores. There were no significant differences in mean baseline GHQ scores between the two prognostic groups. A two-way ANOVA between allocation and prognosis showed a significant main effect for change in prognostic category from stages 1 to 2 (F= 6.03. P = 0.016). with a greater improvement in the good-prognosis group (mean change -5.1, 95% CI -8.1 to -2.0) than the poor-prognosis group (mean change 0.2, 95% CI -2.8 to 3.2). There was no significant second-order interaction with tape allocation at this stage (F= 0.37; P = 0.54). From stage 2 to 3, the effect of prognostic category continued but was no longer statistically significant (good prognosis mean change -5.3, 95% CI -8.9 to -2.31; poor-prognosis mean change -0.4, 95% CI -4.7 to 6.5; F= 2.75; P= 0.10). However, a significant second-order interaction emerged between prognostic group and tape allocation: tape group-good-prognosis mean change -8.0, 95% CI -12 to -3.9, tape group-poorprognosis mean change 5.3, 95% CI -1.7 to 12; control group-good-prognosis mean change -2.7, 95% CI -8.2 to 2.8, control group-poor-prognosis -6.3, 95% CI -15 to 2.6; F = 8.34, P= 0.005 (see Table III ). This second-order interaction persisted (F = 7.75, P= 0.007) after a precautionary analysis of covariance to control for any chance differences in GHQ score at baseline (covariate F= 2.47, P = 0.12). A further analysis of covariance was performed for actual follow-up GHQ score, rather than change in score, by tape group and prognostic category. In this, baseline score significantly predicted final stage 3 follow-up score (covariate F = 48.3, P = <0.0005). Tape allocation group had no main effect (F = 0.07, P = 0.8). Prognostic group showed a significant effect (F = 12.7, P = 0.001) and the second-order interaction existed for the actual final score (F = 4.31, P = 0.04) in the same way as for the change score, with poor prognosis, tape group patients faring worst. The acceptability and efficacy of audiotapes as aids to memory and well-being were tested in a consecutive series of patients attending a medical oncology clinic, to whom potentially distressing clinical information ('bad news') was being delivered. Previous studies have examined the effects of audiotapes in settings limited to a single, highly motivated clinician (Hogbin and Fallowfield, 1989) , a single diagnostic patient group (Lloyd et al., 1984) or the delivery of a standardised, structured set of information (North et al., 1992 Adelstein, 1991; Deutsch, 1992; Hogbin et al., 1992; Rylance. 1992 ). This effect may be particularly relevant to situations in which the information is delivered in an emotionally charged context, likely to impair registration. such as the giving of bad news in an oncology clinic.
The potentially most important aim of the study was to examine the plausible effect of replaying an audiotape on reducing psychological distress. At baseline, 30% of the overall sample qualified as cases on the GHQ-30, a figure consistent with that of previous studies in cancer patients (Cavanaugh and Wettstein, 1989) . As in previous studies (Ford et al., 1990; Moorey et al., 1991) , most of this initial morbidity comprised anxiety, cases of which on the HADS fell from 26% to 19% to 10% at the end of the study. Sex differences were demonstrated, as in epidemiological studies (Cox et al., 1987) , as was the protective effect of having a partner. These differences confirmed that the instruments used were sensitive to change in the study population. However, no main effect of having access to the audiotape could be demonstrated in the sample as a whole, in terms of scores on the GHQ-30 or Hospital Anxiety and Depression Scale.
either at the second stage of the study or at follow-up. An unexpected second-order interaction (P = 0.005) was found between prognostic group and tape allocation. Whereas all good-prognosis patients, and those poor-prognostic patients with no tape, were improved at follow-up, poor-prognosis patients who received a tape had deteriorated in terms of their GHQ scores. This effect was largely responsible for the significant two-way interaction. Importantly, a similar finding has recently been reported in a controlled study of using audiotapes in a sample of 67 women with early breast cancer (Hogbin et al., 1992) . As in the current study, information retention was found to be enhanced by the audiotape but no main effect on reducing psychological morbidity was demonstrable. However, in the conservative treatment group specifically (wide local excision vs mastectomy). anxiety levels increased in the tape group, causing the authors to speculate that audiotapes might be unhelpful in patient groups who use denial as a coping mechanism.
Thus, although tapes do indeed improve the factual retention of information, there is little to suggest that audiotaping clinical interviews in cancer patients is effective in reducing psychological distress in general. and in poor-prognosis patients in particular. Although audiotapes may be a useful adjunct to good clinical practice in good-prognosis patients, and do certainly seem to be valued by the patients themselves, our findings suggest it is not valid to recommend their use uncritically to all patients. The finding that poorprognosis patients may actually have a worse psychological outcome if given the tape was not predicted and at first seems counterintuitive, although the numbers were small in these groups. However, there is considerable evidence to suggest that the use of psychological defence mechanisms such as denial is widely used in cancer patients over the longer term and may paradoxically improve psychological and even physical outcome (Greer. 1992) . Although initial disclosure of a cancer diagnosis and discussion about treatment options is important, and there are no grounds for withholding this information, re-exposure to distressing information may prevent the use of this adaptive defence mechanism.
